
Revision: HCFA-PM-91-4  

Supersedes  Approval  

3.1-A ATTACHMENT 

Page
AUGUST1199 J ,:I 1 

! OMB NO. : 0938-

State/Territory: Vermont 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


1. 	 Inpatient hospital services other than those provided in an 

institution �or mental diseases. 


Provided: DN o  limitations /7Withlimitations* 

2.a. Outpatienthospitalservices. 


Provided: /IN0 limitations L% Withlimitations+ 


b. Rural health clinic services and other ambulatory services furnished 

b a rural health clinicwhich are otherwise provided In the
sfate plan.-
L -,' Provided: /-iNolimitations /=With limitations* 

L/Not provided. 


c .  	 Federally qualified health center (FQHC) services and other 
ambulatory services that are covered under the plan and furnishedby 

an FQHC in accordance with section 4231 of the State Medicaid Manual 

(HCFA-Pub. 45-4). 

c 


Provided: /I7Nolimitations &/With limitations* 


3. Other laboratory and x-ray services. 

Provided: /X/ No limitations / / With limitations* 

*Description providedon attachment. 

/
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Date
Effective Date 11/1/91

TN No. 90-1 7  
HCFAID: 7986E 



ITEM 1. INPATIENT HOSPITAL: no limitations 

c 


TN : 85-14 


Supersedes TN: p3 -/o 
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ITEM 2.a. OUTPATIENT h o s p i t a l  SERVICES 

Emergency Care 

Use of the emergency room at any time is limited to instances of medical emergency. A medical 
emergency is an unforeseen event of a pathophysiological or a psychological nature which 
requires medical attention on anunscheduled basis and for which the physician concurs such to 
be an unforeseen occurrence of a medical problem or an unforeseen exacerbation of an existing 
medical problem. Events commonly construed to require emergency hospitalization or 
emergency ambulatory medical services include, but are not limited to: 

Repair of accidental injury. 

Diagnosis and relief of acute pain. 

Institution of treatment of acute infection. 

Protection of public health. 

Amelioration of illness, whichif not immediately diagnosed and treated could lead to 

disability or death 


Rehabilitative Therapies 

Outpatient therapy services, whether occupational therapy, physical therapy or speech pathology 
services, are limited to four months, after which prior authorization must be requested of and 
granted by the Medicaid Division forreimbursement to be made. Unless, theservice may not be 
reasonably provided by the patient’s support person(s) and the patient undergoes another acute 
care episode or injury, or experiences increased loss of function, or deterioration of the patient’s 
condition requiring therapy is imminent and predictable, authorization w i l l  not be granted for 
more than one year from the startof treatment. 

Diagnostic Testing 

Diagnostic testing is limited to thosetests ordered by a physician for determining the nature and 
severity of an illness or medicalcondition. Tests unnecessary for establishing a diagnosis or the 
degree of severity are not covered. Administratively necessary or court ordered tests are not 
covered. 

psychiatric Partial Hospitalization 

Psychiatric partial hospitalization is covered as a hospital service for those programs which have 
received and meet the conditions of aCertificate of Need for the Vermont Health Care Authority. 

TN# 99-5 Effective Date: 41‘1i99 
Supersedes 
TN# 95-7 Approval Date: k/y/yq 



HEALTH 

ITEM 2.b. 	RURAL HEALTH CLINIC SERVICESAND OTHER AMBULATORY SERVICES 
FURNISHED BYA RURAL HEALTH CLINIC 

Limitations on rural health clinics are: 

1) no more than 5 visits (encounters) per month. 


2) no more than 1 visit (encounter) per day. 


3 )  	 any exceptions to the above by prior authorization 
only. 

ITEM 2.c. LIMITATIONS ON FEDERALLY QUALIFIED CENTERS ARE: 

1) no more than 5 visits (encounters) per month. 


2) no more than 1 visit (encounter) per day. 


3 )  	 and exceptions to the aboveby 'prior authorization 
only. 

c 
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N u r s i n g   

Supe r sedes   

Revision: HCFA-PM- 93-5 (ME) 
Page 2may 1993 OMB NO: 

S t a t e / T e r r i t o r y :  Vermont 

AND REMEDIAL CARE AND SERVICES PROVIDED 

4.a.  f a c i l i t y  s e r v i c e s  ( o t h e r  t h a n  s e r v i c e s  i n  a n  i n s t i t u t i o n  
m e n t a l  diseases) f o r  i n d i v i d u a l s  2 1  y e a r s  o f  age or  o l d e r .  

for 

Provided : - N o  l i m i t a t i o n s  W i t h  l i m i t a t i o n s *  

a n d  s c r e e n i n g ,  a n d  

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
TO THE CATEGORICALLY NEEDY 

4.b. 	 E a r l y  p e r i o d i c  d i a g n o s t i c  t r e a t m e n t  service^ for  
i n d i v i d u a l su n d e r  2 1  y e a r so fa g e ,  and t r e a t m e n to fc o n d i t i o n sf o u n d . *  

4 . C .  p l a n n i n g  a n d  o fF a m i l y  s e r v i c e s  s u p p l i e s  for i n d i v i d u a l sc h i l d - b e a r i n g  
age. 

P rov ided :  - No l i m i t a t i o n s ?  W i t h  l i m i t a t i o n s *  

5 . a .  s e r v i c e s  f u r n i s h e dt h e  t h eP h y s i c i a n s '  w h e t h e r  i n  o f f i c e ,  p a t i e n t ' s
home, a h o s p i t a l ,  a n u r s i n g  f a c i l i t y  or e l s e w h e r e .  

X
Prov ided :  -No l i m i t a t i o n s - l i m i t a t i o n s *W i t h  

b .  Medical a d s u r g i c a l  f u r n i s h e ds e r v i c e s  b y  a d e n t i s t  ( i n  a c c o r d a n c e  
w i t h  s e c t i o n  of t h e  A c t ) .  

XP r o v i d e d  : - N o  l i m i t a t i o n s -W i t hl i m i t a t i o n s *  

a n y  t y p e  u n d e r! 6. 	 Medical care a n d  o t h e r  o f  remedial care r e c o g n i z e d
State  l a w ,  f u r n i s h e d  b y  l i c e n s e d  p r a c t i t i o n e r s  w i t h i n  t h e  scope o f  
t h e i r  p r a c t i c e  as d e f i n e db y  State l a w .  

a .  P o d i a t r i s t s '  s e r v i c e s .  
X

Provided: - No l i m i t a t i o n s - l i m i t a t i o n s *W i t h  

* D e s c r i p t i o np r o v i d e do na t t a c h m e n t .  

, I , >  I I  ... . 

D a t e
) TN N o .  -

" Igg3 E f f e c t i v e  1 /1 /93  
TN N o .  -

Approva lDa te  
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___--_-_---_________---------------------------------------------
ITEM 4.a Nursing facility services (other than services in an 


mental diseases 21years
institution for for individuals 

of age or older: Rehabilitation Center services provided

in nursing facilities located outside Vermont for the 

severely disabled such as head injured or ventilator 

dependent people require authorization prior to admission 

from the Medicaid Director or a designee. Coverageof 

this care is limited
to one year. 


A review to determine the continued medical necessityof 

this care may be requested by the Medicaid Director or 

designee during the one year period of coverage. 




. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
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_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - _ - - - - - - - - - - - - - - -

ITEM 4.b. EPSDT for individuals under 21 years of age: 

eligiblesEPSDT services are provided t o  all Medicaid under age 21 in 

accordance with Sections 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social 

Security Act. 


Coverageisprovidedforallmedicallynecessarydiagnosisandtreatment 

services including the following services not otherwise provided under the State 

Plan: 
 + Private duty nursing (Item #8)+ Respiratory (Itemcare #22)+ Personalcare in home(Item # 24f)  

Christian Science nursing and Christian Science sanatoria services (Items #24b 
and #24c) are DBt currently available in Vermont. 

Coverage and service limitations described in this State Plan do not apply to 
medically necessary EPSDT services, although some services may be subject 
t o  prior authorization requirements. 

Personalcareservices,homevisiting,andhealtheducationareprovided as 
special EPSDT services when prior authorized by the Title V agency as part of 
the Healthy Babies Program. 

TN# 94-26 10/1/94 Date: Effective 
Supersedes 
TN# 91-8 Approval Date: 2 .'/ qr I'/ /  i 
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ITEM 4.c 	 Family planning services and supplies for individuals of 

child-bearing age: provided, with limitations. 


Reversals of sterilization arenot covered. 


c 




clinic 

A. 	 Physician visits: 
Office visits - up to five visits per month 
Homevisits - uptofivevisitspermonth 
NFvisits - up to onevisitperweek i 

Hospital visits - up to one admission visit per
patient per diagnosis per

month, andup to one visit 

per day for acute care. 


B. Services requiring prior authorization: 

1) Visits in excessof those listed above, 

2) 	 Concurrent care by more than one physician must be 


documented as being under a coordinated plan
of 

treatment formultiple/complex problems, 


3 )  Certain reconstructive surgical procedures, 
4 )  New procedures of unproven value, 
5) 	 Established procedures of questionable medical 

efficacy, 
6 )  Procedures which tend
to be redundant when performed

c 
 in combination with other procedures. 

7 )  Organ Transplants 


C. 	 Services which require special reporting under Federal 

regulations: 

1) 	 Sterilization: signed consent within 


stipulated time frames on the approved
HCFA 

Sterilization Consentform required 


2) 	 Hysterectomy: physician certification and patient

signed consent required. 


3 )  Abortion: physician certification required.
D. No reimbursement willbe made for the following services: 


cosmetic surgery

ineffective or unproven procedures 

unnecessary testing

experimental procedures 


to
E. 	 Psychotherapy services are limited an annual$500.00 

limit unless the services are provided
as inpatient or 

outpatient general hospital service, mental health 

or home health related service. Extension beyond the 

limit documentation
needprior
require of and 

authorization. 


b. MEDICAL AND SURGICAL SERVICES FURNISHED BY A DENTIST 

See item 5a. Also, some dental services may require prior

authorization. 



